MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH '63_043217

DEPARTMENT F P HEALTH AND WEL FARE
oF PUBLIC 6 f J’Z é Qh STATE FILE NUMBER
Registration Distriet Neo, ________* —_Primary Registration District No S f _Registrar's Neo. ——ll

DO NOT WRITE AMEMNDED A
ON THIS STUB | = L: I MOV 27 1087
1. PLACE OF DEATH MR 2. USUAL RESIDENCE (Where decessad lived. If institution: Residence before

8. COUNTY (‘W‘t“‘a‘n— a. STATE M‘ s A0UN E' b. COUNTY ("l i !' Iﬁan. admisslon)

b. C(I)'l"t‘lr ({If ounside corporste limits, give TOWNSHIP only) Length of stay in Ilb c. COITRY Inside Limits
oW Finley Jounship 7 months TOWN Oznk Yes G Ne DD

c. FULL NAME GF (i NOT in hospital, give lotation) Inside Limite d. STREET = (If outside, give location) Reside on Farm
HOSPITAL O ADDRESS

R
INSTITUTION (‘Ww Re-di t’/ome Yes O NoJ no streed GMMA Yes [J No Q
3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year

(Type o print) Virgie Fosten Sowards vian  Novemben 6, 1963

I 5. SEX 6. COLOR OR RACE 7. Married Never Married [J |8. DATE OF BIRTH | % AGE (tast birthday) [IF UNDER | YEAR | IF UNDER 24 HR
.

:)\ ‘ Fm Widowed ' Diverced [ ,88 80 Months | Days Howrs Min,

——] 10a. USUAL OCCUPATION (Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| t1. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

6 durin oolllljf worki elile. avan if retired) e ?M E ;n . . wA

7 . 0 138, FATHER'S NAME ' 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

8 H |
% nX

VS 300
Rev. 4/59

'nado
20220

DATE AMENDED

Bonnen
15. AS DECEASED EVER IN U.5. ARMED FORCES? 3 . 17. INFORMANT
{Yes, no, or unknown) | {f yes, give war or dates of servi

18. CAUSE OF DEATH (Enter only one cause per line - - INTERVAL BETWEEN
PART |, DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a}

DOCUMENT

Conditions, lf any, DUE TO (b}
which gave rite 1o
above caue (a),
sfaling the under-
Iying cause last.

- Yy
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART Il If decsased as  female was
disease condition given in PART I {a} there a pregréncy in last 90 days.

ll:lYesl O Neo I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW [NJURY OCCURRED. (Enter nature of injury in PART 1 aor PART Il of item 18.)
PERFORMED? a a ]
YES[J NO[J

20c. TIME OF Hour Month, Day, Yaar
INJURY am.
p.m.

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, QR LOCATION COUNTY STATE
WHILE AT WORK (J farm, factary, streot, office bidg., otc.) .
NOT WHILE AT WORK [J .

ﬂ P y Vi y) Y
21 1 attended tha decspied f’W" ; 4 7; ,E '“MMJ nd last saw Rf,:, alive n"\./-?a//-f/;t - J-B
l/.' Io %_m on tha date siated above, and to tp}ieﬂ of my knowledge, from the cauaes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Desth octurred at

oy
220 A1 GNATURE Ppgres or title) - 22b. DRESS /
L BeAL, CREMATION, [ZabrDa ] 23c. NAME OF CBMETERY OR CREADRTOR .
REMOVAL {Specify)
Te Al { LA ﬁo el
24. FUNERAL DIRECTOR ADDRESS

USE BLACK INK
TYPEWRITER RIBBON

SHOULD READ

—
24

4 / 2 e L, -' ;LL‘. ﬂb-

{Licented Embalmaer’s Statement on Reverse Side) ..

BY AFFIDAVIT QF

ITEM NO,

7




sl pnet

[y

‘. STATEMENT. BY LICENSED EMBALMER

- - ' N, .
| hereby certify that the body -whose name is-recol:ded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. Zz
Student Signed /%’V

Signature of Student Embalmer

“3%0

. S P. O. Address%@

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocalion of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If Ihls body is not embalmed, fact should be so staled above,

‘;'.“"'

Licensed Embaimer No.




